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H e a lth c a r e -a s s o c ia te d  In fe c t io n s :  A  P r im e r

□  The Burden and Evidence for Prevention

□  National Implementation Activities

□  Program Role in HAI Elimination

□  Evaluation of Progress



H e a lth c a r e -a s s o c ia te d  In fe c t io n s  (H A Is )

□  Definition: Infections that patients acquire during the course of 
receiving treatment for other conditions within a healthcare 
setting

□  Settings: hospitals (Intensive Care Units, Special Care Units, 
other hospital settings), long-term care facilities (LTCFs), 
outpatient facilities such as ambulatory surgical clinics, 
dialysis centers

□  In hospitals alone (annually)
> 1.7 million HAIs
> 1 out of 20 patients (5%) acquire an HAI
> 99,000 deaths associated with HAIs
> $26-33 billion in excess healthcare costs



E s t im a te s  o f  H e a lth c a r e -a s s o c ia te d  In fe c t io n s  

in  U S  H o s p ita ls  A n n u a l ly

Number of National Cost Deaths 
Infections Billion $

Device-related infections -----------------------------------------------------

Urinary tract infections 560,000 0.4-0.5 8,000

Bloodstream infections 250,000 2-8 31,000

Pneumonia 250,000 5-7 36,000

Procedure-related infections
Surgical site infections 290,000 3-8 13,000



H e a lth c a r e -a s s o c ia te d  In fe c t io n s  in  

N o n -h o s p ita l  S e t t in g s

□  Long-term care
> 1.7 million beds with 2.5 million residents/year nationally
> Veterans Healthcare System: 133 LTCFs, 11,475 residents

V HAI prevalence: 5.2%
V Indwelling medical device: 25% of all residents

□ Ambulatory surgical centers: 5,175 facilities
> Data on HAIs from outbreaks; no national surveillance
> Example: hepatitis C outbreak associated with syringe reuse 

resulted in letters to > 40,000 endoscopy center patients

□ Dialysis centers: 4,950 facilities
> Catheter-related bloodstream infections: 4.2 per 100 patient months
> Incidence of methicillin-resistant Staphylococcus aureus (MRSA) 

bloodstream infection: 100 x greater than in nondialysis population
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M R S A  In fe c t io n s  A r e  a  P a t ie n t  S a fe ty  C h a l le n g e  

n o t  L im ite d  to  A c u te  C a r e  H o s p ita l  S e t t in g

I ORIGINAL CONTRIBUTION
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S t a p h y l o c o c c u s  a u r e u s  In fe c tio n s  
in th e  U n ite d  S ta te s

I  I he Journal ot the American Medical Association
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Context Ai the epidemiology of nfecbons with methiallrvresirtant Sltphy/eco> ois aunt/s MRSA) change: Karate informaiicn on the scope and (rugnh>de of MRSA 
infections m the US popdotcn is needed.
Objectives To desenbe the incidence and debibubco of rvvasrve MRSA duease in 
9 US oornmunbes and to esbmate the burden d mvaa veMRSA infections in the United 
States in 2005.
Design and Setting Active pcpjlit on-based surveilance fcr invasive MRSA in 9 
sites particpating m the Active Badenal Core surveillance (ABCs!1/Emerging Infec
tions Program Network from July 2CG4 through December 2035 Report of MRSA 
were mvesbgated and classified as either health care-associated (either hospitd- 
onset or coirmunity-onset) or commLnty-associated (paberts *4 tout esfablrfied health 
care nsk factors for MRSA).
Main Outcom« Measure* Inadenoe rales and estimated nimberof invasive MRSA 
infections and n-hosntal death: among pabents > ith MRSA m the United States in 
2005: interval estmates of incidence evdudng 1 site that appeared to be an outlier 
with the highest ncidence: mdecular charactercabon of nfecbng strainc.
Ret alts There were 898~ observed case: d invasiveMR5 A reported dunng the sur- 
veilance penod. Most MRSA infections were health care-associated: 5250 (58.4\) 
were community-on set infections. 2389 (26.6%) were hospital-on set nfecbons: 1234 
<13.7%) were community-assocuted infect ensand 114(13%) could net be dassi- 
bed. In 2C05. the itandirdaed incidence rate of invasive MRSA was 31.8 per lOOOGO 
(interval estmate. 24.4*35.2). Incidence rates were highest among persons 65 years 
and dder (127.7 per 100 GOO: interval estmate, 92.6-1569). blacks (66.5 per 100 (XX): 
interval estimate. 43.5*63.1), and males (37.5 per 190000: nterval estmate. 26.8
39.5). There were 1599 r-hosptd deaths among patients wth MRSA nfecticn djr
ing the surveilance penod. In 2005. the standardceo mortality rate «.'as 6.3 per 100 CCO 
(interval estmate, 3.3-7.5). Mdeoular testng ilenbfied strains hetorcdly as»aated 
wth commmty-associated disease outfaredcs recovered from aJturesin bdh hospitaJ- 
onset and communrty-onset health care-associated infections in al surveillance areas. 
Conclusions Invasive MRSA infection aHeds certain populabons disproportion
ately. It is a major pubic health problem pnmarily related to health care but no longer 
confined to intensfte care units, acute care hospitals or any health care rwttubcn
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d hi lii md

02 OOt Kmaicmn Mc4aoa! Aiataaaoa. All rij^u icacr*cd iRafmtad: IMA Oaoktt 1 f IDC-T—V j| 1C« Va IJ 17«

□  ~ 100,000 invasive MRSA 
infections per year (normally 
sterile site)

□  25% was “nosocomial”

□  60% identified before or in ^  
first 2 days of hospitalization (but 
with contacts to healthcare 
settings)

Healthcare-associated
community-onset

□  15% community-associated



E m e r g in g  T h r e a ts  in  H e a lth c a r e  

E s t im a te  o f  Clostridium difficile C a s e s , b y  S e t t in g

□  Hospital-acquired, hospital-onset cases
> 165,000, $1.3 billion in excess costs, and

9.000 deaths annually

□  Hospital-acquired, post-discharge 
(up to 4 weeks)
> 50,000, $0.3 billion in excess costs, and

3.000 deaths annually

□  Nursing home-onset cases
> 263,000, $2.2 billion in excess costs, and 

16,500 deaths annually

C am pbell, Infect Control Hosp Epidem iol. 2 0 0 9  
Dubberke, Clin Infect Dis. 2 0 0 8
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% Gram Negative Bacteria Resistant to Key Drugs 
by Healthcare-associated Infection Type

Source: National Healthcare Safety Network

Organism Bloostream Pneumonia Urinary tract
infection infection

Acinetobacter baumannii

Carbapenem resistant (%) 29 37 26

Klebsiella pneumoniae 

Cef/Ctr resistant (%)

Carbapenem resistant (%)

(•u id an ce  fo r  C o n tro l o f  In fec tions w ith  C a rb a p e n e m -R esis tu n t o r  
C arh ap c n e n ia se -lV o d u c in g  Enterohacteriaceae in A cu te C u re  Facilities
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S ta te  o f  P r e v e n t io n  K n o w le d g e /S c ie n c e
HICPAC/CDC Evidence-based Prevention Recommendations

□ Guidelines are developed for each type of infection and based on 
systematic reviews of the medical literature

□  Categories of Evidence
> Category 1A

^ Strong recommendation/strong or moderate quality of evidence
> Category 1B

^ Strong recommendation/weak quality of evidence or accepted practices
> Category 1C

^ Strong recommendation required by state or federal regulation
> Category 2

^ Weak recommendation supported by limited evidence
> No recommendation/unresolved issue

^ Insufficient evidence to support a recommendation



S ta te  o f  P r e v e n t io n  K n o w le d g e /S c ie n c e
Suboptimal Adherence to HICPAC/CDC Recommendations

□  Hand hygiene adherence
> 5% - 81% (overall average: 40%)

□ Surgical antimicrobial prophylaxis
> <50% adherence to recommendations

□ Full compliance with major HAI guidelines
> Among 1,256 US hospitals—30.7% to 38.5%
> Central-line bloodstream infections prevention—35.4%

Arch Surg 2 0 0 5  M M W R  2 0 0 2 :5 1 (R R 1 6 );1 -4 4  Leapfrog G roup 2 0 0 7
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□ Implementation of CDC/HICPAC Bloodstream Infection 
Prevention Guideline
> For insertion and removal of intravascular catheters

□ Intensive care units
> SW Pennsylvania (66), Michigan (103)

□ Interventions to increased adherence to recommendations 
were similar

> Education of staff
> Creation of a central-line cart
> Data/feedback on adherence to practices and outcomes
> Daily multidisciplinary rounds
> Strategies to improve safety culture



S ta te  o f  p r e v e n t io n  K n o w le d g e /S c ie n c e
Successful Implementation of HICPAC/CDC Guidelines 

Prevents Bloodstream Infections

Pennsylvania Michigan
FIGURE. Central line-associated bloodstream infection rate* 
in 66 intensive care units (ICUs), by ICU type and semiannual 
period — southwestern Pennsylvania, April 2001-March 2005

ctfCH

S em ian nu al period  
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T r e n d s  in  M R S A  B lo o d s tr e a m  In fe c t io n s  b y  IC U  T y p e

National Healthcare Safety Network Hospitals, 1997-2007

Estimated:

□  7,000 BSIs prevented

□  1,800 lives saved

□  $50-180M in costs 
averted annually

Methicillin-Resistant Staphylococcus aureus Central 
Line Associated Bloodstream Infections in US Intensive 
Care Units, 1997-2007

Oniffp jrfcdr jrxi trUlrd commit 
current as <# Fet*uary 17,2009 Duron C Burton. Jonathan P Edwards, Tor«na C Horan, ol al 

JAMA MOO.301(7̂ 727-736(0a 10 1001/jama ?009 153)



P r e lim in a r y  E s t im a te s  o f  P r e v e n ta b le  In fe c t io n s ,  
D e a th s , a n d  C o s ts

Based on Published Literature

Type of 
healthcare- 
associated 
infection

Bloodstream
infection

Pneumonia

Urinary tract 
infection

Surgical site 
infection

Preve ntable Cost avoided
(billions of 2009 dollars)

Fraction Infections Deaths
(thousands) (thousands)

18%-66% 45-164 6-20 1-18

38%-55% 95-138 14-20 2-3

17%-69% 95-388 2-9 0.1-2

26%-54% 75-157 2-4 0.2-0.3
. jgpnQs.j. >U m s c h ie d , C . U n iv e rs ity  o f P e n n s y lv a n ia .  P r e s e n ta t io n  a t  H IC P A C , M arch  2 0 0 9  S s ,
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H e a lth c a r e -a s s o c ia te d  In fe c t io n s :  A  P r im e r

□  The Burden and Evidence for Prevention

□ National Implementation Activities

□  Program Role in HAI Elimination

□ Evaluation of Progress



K e y s  fo r  th e  E l im in a t io n  o f  

H e a lth c a r e -a s s o c ia te d  In fe c t io n s

□  Data for action

□  Improved implementation of existing best practices

□  Recognize excellence in prevention

□  Address gaps in knowledge

□  Identify and respond to emerging threats



D a ta  fo r  A c t io n
State Initiatives: Public Reporting of HAIs, 2004



D a ta  fo r  A c t io n
State Initiatives: Public Reporting of HAIs, 2009



D a ta  fo r  A c t io n
Healthcare-associated Infections in New York State, 2008 

A State Report Utilizing CDC’s National Healthcare Safety Network

Figure XXIV - Central Line-Associated Blood Stream Infection (CLABSI) Rates, 
Coronary Intensive Care Units, New York State 2008 (page 1 of 2)

RATE AND 95". CONFIDENCE INTERVAL 
COMPARED TO STATE AVERAGE Of 2.2

1 RAW
HOSPITAL CLABSI CLDAYS RATE
Albany Medical 1 2197 0.5
Rollovup Hospital 6 1ÜSÎ 5,7
Beth Israel- Petrie* 0 66 7 0,0 f
Brom-Lebanon* 9 3« 5
Brookdale hospital 3 614 4,9
Brookhaven Manorial a 1044 £.7
Buffalo General i CÎÜ 3,3
Coney Island* 0 P41
tlihursv Q 4/4 0.0 \
Erie Medical Center* n 77fl 0.0 4
Paxton St. Lukes 4 1756 2.3
Flushing Hospital 3 411 7,3
Karlea Hospital Ì 542 a.c
Huntington 2 954 S-1
JT Mather I 1Q3Z l.t
Jacobi Medical S 10TS S.6
Kings County 3 1143 e.e
Kingsbrook Jewish 4 rise 3.4
Leno* Hill" 7 12Ì0 5.5
Lincoln Medical* 0 775 0,0 1
Long Island College 1 524 l.fi
Long Island Jewish 1 744 1.3
Maiaonides 1 44 S 2.i
Mary ¡Maculate 2 BO 4 2.S
Mercy Buffalo S 191£5 1.Ê
Montefiore-Moses“ s 997 i,0
Mount Sinai 4 1624 2.Ì

□  Report includes
> Bloodstream infections in 

intensive care unit (ICU) 
patients

> Surgical site infections

□  From 2007 to 2008
> Bloodstream infection rates 

increasing
> Surgical site infection rates 

decreasing
> Targeted prevention efforts

I :

http://www.health.state.ny.us/statistics/facilities/hospital/hospital_acquired_infections/

http://www.health.state.ny.us/statistics/facilities/hospital/hospital_acquired_infections/


Im p r o v e d  Im p le m e n ta t io n  o f  E x is t in g  B e s t  P r a c t ic e s
2009 HHS Action Plan in Response to GAO
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News Release
FOR IM M E D IA TE  RELEASE 
T u e s d a y , Janu ary  6 , 20 0 9

C o n ta c t;  OPHS Press O ffice  
(202 )  2 0 5 -0 1 4 3

H H S  I s s u e s  A c t i o n  P l a n  t o  P r e v e n t  H e a l t h  C a r e - A s s o c i a t e d  I n f e c t i o n s

T h e  U .S . D e p a rtm e n t o f H e a lth  and Human S ervices (H H S ) unveiled  a plan th a t  estab lishes a s e t o f f iv e -y e a r  
n atio n a l p re v e n tio n  ta rg e ts  to re d u c e  and possibly elim inate h e a lth  c a re -a s s o c ia te d  in fection s (HATs).

H ealth  c a re -a s s o c ia te d  in fec tio n s  are in fections th a t  p a tien ts  acqu ire  while undergo ing  m edical t re a tm e n t or 
surgical p ro ced u res . T h e s e  in fec tio n s  are  largely p re v e n ta b le .

T h e  A ctio n  Plan to  P re v e n t H ealth  C a re -A s s o c ia te d  In fe c tio n s  lists a num ber o f areas in w hich  HAIs can  be  
p re v e n te d , such as surgical site in fe c tio n s . T h e  plan also outlines c ro s s -a g e n c y  e ffo rts  to  save  lives and reduce  
h ea lth  c a re  co s ts  th rough  expanded  HAI p rev en tio n  e ffo rts .

"This plan will serve as our roadm ap on how th e  d e p a rtm e n t addresses th is im p o rtan t public h e a lth  and  p a tie n t  
s a fe ty  issue," HHS S e c re ta ry  Mike L e a v itt  said, "This co llab o ra tive  in te ra g e n c y  plan wilt help th e  n a tio n  build a 
sa fe r, m ore a ffo rd ab le  h e a lth  care  s y s te m ,*

T h e  plan estab lishes n ation al goals and outlines k e y  ac tio n s  for enhancing  and co o rd in atin g  H H S -s u p p o rte d  e ffo rts . 
T h e s e  include d eve lo p m en t o f n ation al benchm arks prioritized  recom m ended  clinical p ra c tic e s , a co o rd in ated  
research  ag en d a , an in te g ra te d  in fo rm ation  system s s tra te g y  and a n ation al m essaging plan.

T h e  plan also identifies  o pp o rtun ities  fo r co llabo ra tio n  w ith  n a tio n a l, s ta te ,  tribal and  local o rg an iza tio n s,

HH5 in tends to  u p d a te  th e  plan in response to  public inp u t and  new  recom m en datio n s for in fe c tio n  p rev en tio n . T h e  
plan., and  ins tru ction s for subm itting co m m en ts  on the p lan , can  be found online a t  h t t c ; / / w w w .h h s .q o v fo p h s .

http://www.hhs.qovfophs


H H S  A c t io n  P la n  fo r  H A I P re v e n t io n
National S Year Goals

Metric Source National 5-Year 
Prevention Target

Coordinator

Bloodstream infections NHSN 50% reduction CDC
Adherence to central-line insertion practices NHSN 100% adherence CDC

C l o s t r i d i u m  d i f f i c i l e  (hospitalizations) NHDS
HCUP

30% reduction CDC/AHRQ

Clostridium difficile infections NHSN 30% reduction CDC

Urinary tract infections NHSN 25% reduction CDC

MRSA invasive infections (population) EIP 50% reduction CDC

MRSA bacteremia (hospital) NHSN 25% reduction CDC

Surgical site infections NHSN 25% reduction CDC

Surgical Care Improvement Project 
Measures

SCIP 95% adherence CMS

N H S N = N atio n a l H ealthcare S afe ty  N etw ork N H D S = N atio n a l Hospital D ischarge S urvey  

H C U P = H e a lth c a re  C ost and Utilization Project E IP s= E m erg in g  Infections Program  

S C IP = S u rg ica l C a re  Im provem ent Project



R e c o g n iz e  E x c e lle n c e  in  P r e v e n t io n

□ Congress: Health Reform
> Health reform bills propose mandatory national public reporting
> HAI prevention would be tied to Medicare/Medicaid payment

□ Centers for Medicare and Medicaid Services (CMS)
> Reduced payment for hospital-acquired conditions (HACs) including 

healthcare-associated infections
S Effective October 2008
S Includes hospital-associated bloodstream infections, urinary tract 

infections, and selected surgical site infections
> Pay for reporting/performance



H e a lth c a r e -a s s o c ia te d  In fe c t io n s :  A  P r im e r

□  The Burden and Evidence for Prevention

□ National Implementation Activities

□  Program Role in HAI Elimination

□ Evaluation of Progress



C D C ’s  R o le  in  H A I E l im in a t io n
Data for Action

□ National Healthcare Safety Network (NHSN)
> Internet based reporting system through CDC’s Secure Data Network
> 2400+ US healthcare facilities currently participate from all 50 states
> Standard definitions, methods, and protocols

S used in more than 20 countries
> Manual data entry with transition toward electronic data capture

□ Emerging Infections Program
> Population based surveillance in 10 states
> Especially important for understanding the dynamic epidemiology of 

healthcare-associated infections due to MRSA and C. difficile, and 
other emerging multidrug resistant bacteria causing HAIs



C D C ’s  R o le  in  H A I E l im in a t io n
Data for Action: States Mandating NHSN for Reporting (in green)

Mandates NHSN for 
public reporting

6/30/2008



C D C s  R o le  in  H A I E l im in a t io n
CDC Support for State Activities

□  Congressionally mandated State HAI Plans
> States will be required to have a formal HAI prevention plan
> Linked to CDCs Prevention Block Grant
> Submission to HHS by January 1, 2010

□ Recovery Act
> $40M to CDC to fund State HAI activities

S All grantees will be developing and executing State HAI Plans based on the 
HHS Action Plan - 49 states, DC, and Puerto Rico funded

S Enhancing HAI surveillance 
S Establishing HAI prevention initiatives

> $10M to CMS to improve surveys in ambulatory surgical clinics
S CDC assisting by developing tools for enhanced surveys, training 

surveyors, and assisting with onsite survey activities



C D C ’s  R o le  in  H A I E lim in a t io n
Address Emerging Threats and Gaps in Knowledge

□ Prevention
> Better understanding of HAI epidemiology: New risk factors, 

populations, impact on patient outcomes and healthcare costs to 
prioritize prevention practice development

> New evidence-based prevention practices, or combinations of existing 
practices

> Comparative effectiveness studies where multiple, competing 
prevention measures co- exist

> Improve process and outcomes data for HAI reporting and prevention
□ Microbiology

> Antimicrobial resistance: Methods and molecular epidemiology of 
emerging pathogens

> Environmental microbiology: Role of the healthcare environment in 
infection transmission



H e a lth c a r e -a s s o c ia te d  In fe c t io n s :  A  P r im e r

□  The Burden and Evidence for Prevention

□ National Implementation Activities

□  Program Role in HAI Elimination

□ Evaluation of Progress



E v a lu a t io n  o f  P r o g r e s s  T o w a r d  E lim in a t in g  H A Is

□  Primary outcome - Have HAIs been reduced or eliminated?
> Ultimate goal is to have sustained action to prevent infections

□ Challenge for primary outcome measure
> Infection rates vary by healthcare setting, intervention, risk group
> Great desire to have simple metrics, that can be used at the unit, 

hospital, state, national level
□ Standardized Infection Ratio (SIR)

> Analogous to a Standardized Mortality Ratio
> Compares each unit, hospital, state to a baseline rate (2006-2008)
> Allows combining of data from a variety of healthcare settings

□ Publicly reported SIRs by State, January 2010



E v a lu a t io n  o f  P r o g r e s s  T o w a r d  E lim in a t in g  H A Is
Standardized Infection Ratios (SIR), by State

State SIR
A
B
C
D

0.85
0.92
1.16
1.30

Central Line- 
Days

% Hospitals 
Participating Intensive Care 

Units

174,082 24.7 73.2
163,314 61.4 93.7
94,455 70.8 59.5
95,288 65.8 93.6

Significantly below Below Above Significantly above

2 0 0 9  data, National H ealthcare  S afe ty  N etw ork

( A  ms T S T  ---------



F o c u s e d  D is c u s s io n

P. J. Brennan, MD 
Chair, HICPAC 

Chief Medical Officer, University of Pennsylvania 
T o w a r d  E l i m i n a t i o n  o f  H e a l t h c a r e  A s s o c i a t e d  I n f e c t i o n s  -

t h e  P e n n s y l v a n i a  E x p e r i e n c e



P u b lic  D is c lo s u r e  o f  H e a lth c a r e  

A c q u ir e d  In fe c t io n  (H A I)  R a te s

I__ [ D is c lo s u r e  o f  HA]
r a te s  r e q u ir e d

□  D is c lo s u r e  o f  HAI 
r a te s  u n d e r  
c o n s id e r a t io n



October 4, 2004 Pittsburgh Business Journal

H o s p ita ls  U n d e r r e p o r t  In fe c t io n  R a te s
Lynne Glover

New data suggests Pennsylvania hospitals are failing to report thousands 
of hospital-acquired infections, as required by law. Starting in January, 
hospitals were required to begin reporting four types of hospital-acquired 
infections to the Pennsylvania Health Care Cost Containment Council: 
blood stream infections, urinary track infections, surgery site infections 
and ventilator-associated pneumonia. First-quarter data became available 
last month and showed approximately 2,300 such infections. mandated.

The bottom line The Pittsburgh Regional Healthcare Initiative, a nonprofit 
organization founded five years ago in an effort to improve patient care, has 
been collecting infection data voluntarily from about two dozen Western 
Pennsylvania hospitals since 2001.
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Hospital-acquired Infections 
in Pennsylvania

In January 2004r Pennsylvania hospital s began su I) in itt mg d at a on ho sp ital-acquii red i nfe-ctions to the Pemsyl- 
va m  Health Care Cost Conti inmenl Council ÌPHC4). Vi'hils concerns remain about whether ill ho sfi itali ¿re fully 
comp-lymg wtlfa ihii new initiativevthe first year of data collected pr-ovi-He-s someeye-opening information Tot 
ill parti es i involved in the delivery and payment of hospital care. In 2004, hospi tals reported 11,668 hospi tal-ac- 
quired infections, that isr7.5 hospital-acquired infections p «  1,000patients admitted to Pennsylvania's general 
acute care hospitals. 15.4 percent «  1,799 of t f m  patients died. $2 bili on in additional hospital charges and 
10^000 additional hospital days were associated with the hospital admissions in wh idi these devastating infec
tions « c u re d .  However u n ti all Pennsylvania hosp ¡tals have m et the cirrent PHC4 reporting requi lements ior 
hospital-acquired infection data, thefril impact of these infections remains unknown.



D is t r ib u t io n  o f  H A Is  b y  S ite s  a s  R e p o r te d  b y  

P e n n s y lv a n ia  H o s p ita ls

Type of Infection
Number of 

Hospital-acquired Infections 
Reported by Hospitals

Surgical Site 1,317
Urinary Tract 6,139
Pneumonia 1,335
Bloodstream 1,932
Multiple Infections 945
Total 11,668



ÎT f i  t  J P fu la b e lp l i ïa  J ln q u i r c r

Postal on WüîI Jul 13,2003 

i lc H p ila l- i i i f i- c  l io n s  jin a ly & iï a  11 r s t
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w a s  1,5 1 0  m o re  ü t a t l i s  l l ia n  e x p e c te d .



P H C 4  2 0 0 6  R e p o r t

Healthcare-related Infection

Y e s N o
Number
Fatal
LOS (days) 
Charge*

30,237
12.3%
19.3

$176,000

1,500,000
2.1%
4.4

$33,000
* Charges are not costs

Difference: 3,084 deaths and $4.3 billion

HovmL-K-qurtEihjrcnohi
r-i Fj :-jvi «"I yhmji

Pennsylvania
DEPAR1MENÏ OF- HEALTH



H o s p i t a l  

i n f e c t i o n s ’ 

c o s t  t a l l i e d
In a first, a report broke down 
19,154 cases in Pa. last year,

] i v  J o s h  G o ld s te in
[VQI ft'RiTKJt

J e a n n e  S ia g J u ff  c x p c c te d  t h a t  th e  s u r 
g e r y  to  r e p a i r  a  t e a r  i n  h e r  r ig h t  k n e e  
w o u ld  hav-e h e r  back ; a n  th e  s k i  s lo p e s  in  
n o  t im e .

B u t  s o o n  a f t e r  h e r  o p e r a t io n  in  F e b r u *  
ar>-, th e  5 6 -ye a r-C ild  la s  a c c o u n ta n t  d e 
v e lo p e d  a n  in f e c t io n .  A s  a  r e s u l t .  S ta g -  
( o f f  n e e d e d  tw o  a d d i t io n a l  o p e ra t io n s ,  
e ig h t  d a y *  tn  a M o n tg o m e r y  C o u n t } -  h o s 
p i t a l ,  a n d  m o re  th a n  s ix  m o n th s  o f  r e h a 
bilitation.

E a ch  ye a r, th o u s a n d s  o f  p a t ie n ts  c o n 
t r a c t  in fe c t io n s  in  h o s p ita ls , a  p ro b le m  de 
ta i le d  f o r  th e  f i r s t  l im e  y e s ltn d j iy  i n s  re 
p o r t  s u rv e y in g  168 P e n n s y lv a n ia  tww ip jta ls .

L a s t  y e a r, 19.154 p a t ie n ts -  in  P e n n s y lv a 
n ia  w u r e  in fe c te d  i n  a  h o s p i t a l  —  d r i v 
in g  u p  h e a l th - c a r e  le n g th s  o f  h o s 
p i t a l  s ta y s ,  a n d  d ea th , r a te s ,  th e  r e p o r t  
s a id . T h e  s tu d y  e K a m in e d  L 6  m f l l t o n  
h o s p ita l iz a t io n s : .

T h e  r e p o r t ,  f r o m  th e  P e n n s y lv a n ia  
H e a l th  C a re  C o s t C o n ta in m e n t  C o u n c i l ,  
is  th e  f i r s t  i n  th e  c o u n t r y  t h a t  a l lo w s  
p e o p le  t o  e x a m in e  in fe c t io n  r a te s  h o s p i
t a l  b y  h o s p i ta L

- T h e  s im p le  f a c t  is  t h a t  e v e r y  p a t ie n t  
t h a t  e n te r s  a h o s p i t a l  is  a t r is k  f o r  a 
h o s p i t a l - a c q u ir e d  in f e c t io n . -  s a id  M a r c  
P, V o la v k a .  e x e c u t iv e  d i r e c t o r  o f  th e  

S ee  INFECTIOUS o n  A 12

H o s p i t a l - A c q u i r e d  In f e c t io n s  in  t h e  R e g io n
Vl: f t f js p ita ls  m  P en n sy lv a n ia  re p o r te d  1he n u m h i'f  
I pa tH T ils  w h o  q o i i r * l « 1*o n s  d u u n g  th e ir  c a m  

E-Kponi c a u t io n  n n ;  it  is  d if f ic u lt  t o  c o m p a re  
iC sp iU ils  b e c a u s e  so m e  I1 iat a re  v e ry  g o o d  a*

iKo following ' 1 
nosp*la)s «<■«; 
considered tn bo top-tiw

r f.m tifym g  t io s p ii .- i '-n c q u u e ti -n foc ticns- m ay  
a p p e a r 1Q h a ve  h ig lhe r rit-?S  T ho  re p o r t g ro u p e «  
h o s f f la «  b y  (tv ) con tpJe  ■Jtjr a t th e  cd ro  1Hey  piovlded-

h r le c t io n s
Deaths from 

in f e c t io n s H o s p i ta l s ta y

HO&pila l N u m b e r
H a le  p e r  

1 ,000  p a t ie n ts N u m b « Pet
L on  g in  
(Clays)

A ve rag e
c h a rg e s

A b ing ton  M em oria l 5 29 16.4 51 9 .6 17-3 S22S .657
A lbe rt E ins te in 364 11.1 67 25 .4 31.1 2 6 0 .9 0 0
C n i ( r - t lK s tM - 2BS 16  4 6 9 2 4 .5 3 3 .3 6 7 t ,o o a
F fan k fo rd Z?Z 3_fi 36 53.? 2 6 .t t 2 1 7 ,3 4 3
HahnMmann UnwersJty 2 8 2 17.8 74 25 .3 4 0 .0 6 90 ,3 0 9
H osp ita l o f th e  U fljv, o f Pa. 6 / 3 2 0 2 121 1 6 0 31 .2 3 67 .0 3 5
L a rke nau 120 6 .2 31 25 .8 2 0 7 3 6 5 .1 M
P -enns jIvan ii 232 ■foe 33 14.2 25 .6 2 37 .1 6 6

S t. M ary 337 te .o 4 8 14 .7 2 2  1 142 .444
Temple U n ive rs ity S37 £0 .4 3 6 1 7 9 3 6 .9 7 9 1 .5 7 6
Thomas J i f lm o n  V n in r s i l f  3 8 2 1 2 3 3 7 9 .7 2 6 .6 2 63 .91 2
S t j te m d r  Pee-r G roup 1 S .3 9 4 14 .0 1 .2 59 14 .2 24  5 2 73 .62 6

In f e c t io n  R a t e s  b y  R e g io n
U rin a ry  Surçpca l 

F if if lio n  tra c t s ite  P n e u m o n ia
G IlxxJ
s lrn a m M u llip ta lo ta !  p e r l .000 p*iirt?n ls

Subm b a il PhHaUe-lshi» 6 0 2 9 t . t I S 1.0 1Û.S
P h É li i ie l j i i i l ï 6 4 6 3 t  1 3 .2 1.4 1 3 .2
S la tewkJv 7 .2 6 .2 1 2 t  .7 1.2 12-2
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A d m i n i s t r a t i v e  c o d i n g  d a t a ,  c o m p a r e d  

w i t h  C D C / N H S N  c r i t e r i a ,  a r e  p o o r  

i n d i c a t o r s  o f  h e a l t h  c a r e - a s s o c i a t e d

i n f e c t i o n s

Kurt B. Stevenson, MD, MPH,ab Yosef Khan, MBBS, MPH,ab Jeanne Dickman, MT, CIC,a Terri Gillenwater, RN, BSN,C 
Pat Kulich, RN, CIC,a Carol Myers, RN, BSN, CIC,a David Taylor. PhD a Jennifer Santangelo, BA,dJennifer Lundy, BS, MHA.d 
David Jarjoura, PhD,e Xiaobai Li, PhD,e Janice Shook, BS,b and Julie E. Mangino, MDa,b 

Columbus, Ohio

Retrospective review of 3882 surgical procedures, 1599 patients at risk for 
BSI, and193 patients at risk for VAP during 2005 for which infection 
surveillance using CDC NHSN definitions were completed. Using ICD-9-CM 
procedure codes, a data set of the identical patients at risk were recreated and 
secondary ICD-9-CM codes were applied for determination of HAIs by coding.



H o s p ita l -A c q u ir e d  In fe c t io n s  in  P e n n s y lv a n ia
2007 Number of Infections

■ Urinary Tract Infections
■ Pneumonia
■ Bloodstream
■ Surgical Sitr 

Gastrointestinal 
Other Infcctiuns

■ Multiple



H o s p ita l-A c q u ir e d  In fe c t io n s  in  P e n n s y lv a n ia
Change in Infection Rate and Mortality Rate 

2006 - 2007

■ M o rta lity  ra te  {put's w /infection)
■ In fec tion  ra te  p e r 1000  pd

x I  PartnershipI Partnership 
for Patient Care

Source: Pennsylvan ia  Health  C a re  C ost C ontainm ent Council



2 0 0 7  H e a lth c a r e  R e fo rm :  

A  P r e s c r ip t io n  fo r  P e n n s y lv a n ia

□  Governor’s program to insure all Pennsylvanians
□  Cost ~ $10 billion; Anticipated budget gap - $3.2 billion
□  Plan to fill budget gap by preventing HAIs
□  Bills introduced into the State General Assembly
□  Act 52 of 2007 signed into law on July 20, 2007



R x  fo r  P A : G o v e r n o r ’s  O f f ic e  o f  H e a lth c a r e  R e fo rm

%  PRÉSC 
1  Right

P RÉ SC Ri PTlON < m P EN N S YLVANIA 
Right I Right | Right

Act 52 of 2007 Quality Component
Goal: To eliminate virtually all HAIs
□  Initial focus: MRSA, SSI, VAP, CLABSI
□  Disclosure rules
□  NHSN participation
□  Require electronic surveillance system
□  Fund regional best practice training
□  Eliminate perverse incentives
□  Nursing facilities to report HAIs
□  Requires screening of MRSA-exposed
□  Penalties and rewards



P e n n s y lv a n ia  In fe c t io n  D is t r ib u t io n  b y  T y p e
NHSN Reporting Period Q3 08 - Q1 09

All others
1 3 4 1 ,  7 %

2 8 1 4 ,  1 4 %
Bloodstream

2 8 6 3 ,  1 4 %  
LRI/Pneu

4 0 4 8 ,  2 0 %
GI

4 8 1 9 ,  2 3 %
Urinary Tract

4 4 8 9 ,  2 2 %
Surgical Site

ft P e n n s y l v a n i a
DEPARTMENT Of1 HEALTH



Q u a lity  Im p e r a t iv e s  K e y  D r iv e r  o f  S t r a te g y
The Blueprint for Quality is a Critical Component for 

UPHS Clinical and Financial Strategy

UPHS Blueprint for 
Quality and Patient Safety

U P H S ’ o v e r a r c h i n g  q u a l i t y  g o a l  is to  

p re v e n t th e  p re v e n ta b le  —  r e d u c e  m o r t a l i t y  

an d  r e d u c e  3 0 - d a y  r e - a d m i s s i o n s .

F o u r  I m p e r a t i v e s P r i o r i t y  A c t i o n s

1. Transitions in care ■ Transition planning 
- Medication management

2. Reduce unnecessary 
variations in practice

■ Reduce hospital-acquired 
infections

■ Reduce medication errors

3. Coordination of care ■ Interdisciplinary rounding

4. Accountability - Unit clinical leadership

U n iv e r s i t y  o f  
¿ y . P e n n s y lv a n ia  

H e a l t h  S ys tem

http://pennhealth.com/


Imperatives Behind U

Q u a l i t y  G o a l  # 1 :  M o r t a l i t y  R e d u c t i o n

External Imperatives

P u b lic  m e t r ic s
□ P4P

P a t ie n t  s a f e ty  
A n t ic o a g u la t io n  
B o a r d s  o n  b o a rd

□ B S Is  I
□ V A P  |
□ S C I P

Q u a l i t y  G o a l  # 2 :  B e t t e r  T r a n s i t i o n s



Organizational
Strategies



F Y ’0 9  Q u a lity  S t r a te g ie s  fo r  U P H S

UPHS Blueprint for 
Quality and Patient SafetyThe CMOs and CNOs have 

identified FY’09 quality targets for 
UPHS.

The targets are directly aligned to 
the UPHS Blueprint for Quality and 
Patient Safety, which is UPHS’ 
framework for clinical strategy.

T ra n s it io n s  in  Care 
— FY’09 T a rg e ts

All Units

Increase use o f homecare 
Med reconcilia tion on admission

Selected Units

HUP only: 25% reduction in preventable 
readmits fo r CHF, Diabetes & 
Anticoagulation fo r patients from  HCHS 
Increase appropriate use o f hospice 
Core measures — heart failure 
discharge instructions 
Unplann ed readmission to ICU

UPHS' o v e ra rc h in g  q u a l ity  go a l is to prevent the 
preventable — re d u c e  Q III/Q IV  m o r ta l ity  and re d u c e  
30 -da y  re -a d m is s io n s .

F our Im p e ra tiv e s P r io r ity  A c t io n s

1. Transitions in care
□  Transition planning
□  Medication management

2. Reduce unnecessary 
variations in practice

□  Reduce hospital-acquired 
infections

□  Reduce medication errors

3. Coordination o f care □  Interd iscip linary rounding

4. Accountability □  Unit c lin ical leadership

A c c o u n ta b il i ty  
— FY’09 T a rg e ts

All Units

Selected Units

□  Timely launch o f Unit 
C linical Leadership team

C o o rd in a tio n  o f  Care 
— FY’ 09 T a rg e ts

R educe  V a r ia t io n s  in  P ra c tic e  
— FY’09 T a rg e ts

All Units

□  Reduce CR bloodstream infections
□  Reduce urinary tract infections
□  Time to admin o f STAT antibiotics
□  Decrease rate o f DVTs & PEs
□  Decrease falls with in jury
□  Decrease pressure ulcers
□  Adherence to hand hygiene

Selected Units

Ventilator-associated pneumonia 
SCIP (Surgical Care Improvement Program) 
Process improvements fo r high risk patient 
populations
HUP only: Med errors (applies to HUP pharmacy, 
but goals are un it specific)

A ll Units

“ Staff worked together” (Press 
Ganey)
Likelihood o f recommendation 
(HCAHPS)
Anticipated discharge by 
patient (Patient Progression)

nrm University 
¿ f a .  P e n n s y l v a n ia  
i t  H e a l t h s y s t e m

Revised: July 21 , 2 0 0 8



B lu e  C r o s s  P a y  fo r  P e r fo r m a n c e  F Y 0 9

UPHS achieved a final effective score of 94 out of 100 for the FY09 contract 
year. This equates to $5.3M in total revenue, an increment of approximately $1M

from FY08.

Patient Safety Program Full Weight Potential Final Weighted Score

Anticoagulation 15% 8.5

Boards on Board 15% 15.0

Vent Assoc Pneumonia 25% 24.2

Urinary Tract Infections 0% 0

Central Line Infections 30% 30.0

Surg Care Improvement 15% 13.8
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P e n n  M e d ic in e :  R e d u c in g  B lo o d s t r e a m  In fe c t io n s
Numbers of Bloodstream Infections: FY06-Present

60
2nd BSI Campaign

First BSI Campaign

I BioPatch Pilot

New Dressing

BioPatch Use 
Expanded
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P u b lic  R e p o r t in g  C h a lle n g e s  in P e n n s y lv a n ia

□  Use of NHSN
> System not designed for this purpose
> Complex/high maintenance
> Learning curve
> System outside our control
> Limited ability to diagnose problems
> System updates

□ Multiple organizations/conveying of rights

v
P e n n s y l v a n i a
DEPARTMENT OF HEALTH



P u b lic  R e p o r t in g  C h a lle n g e s  in  P e n n s y lv a n ia

□  Substantial time and effort by users
> Costs
> Personnel

□  Long term care facility capacity
> Separate system
> Infrastructure

□  Need to demonstrate reductions
> Data quality
> Ability to investigate findings
> MRSA screening

P e n n s y l v a n i a
DEPARTMENT OF HEALTH



F o c u s e d  D is c u s s io n

Barry M. Straube, MD
Chief Medical Officer, &

Director, Office of Clinical Standards & Quality
Centers for Medicare & Medicaid Services

H e a l t h c a r e - a s s o c i a t e d  I n f e c t i o n s :  

S t r a t e g i e s  f o r  E l i m i n a t i o n

C M S /  Qenters fQV |y|ecjicare & Medicaid Services



2 0 0 9  M e d ic a r e  T r u s t  F u n d  R e p o r t

Income to the HI Trust Fund will soon become inadequate to fund 
the HI portion of Medicare benefits

□  HI Trust Funds to be depleted by 2016
□  Expenditures currently exceed income/revenue
□  Recipients of benefits growing, workers to beneficiaries decreasing
□  Overall economy affects Trust Fund, currently negatively
□  HI deficit over the next 75 years is $13.4 trillion. Eliminating the deficit 

would require:
> Immediate 134% increase in payroll tax, or
> Immediate 53% reduction in benefits, or
> Combination of both

□  This dismal situation is in addition to the increased funding needs of 
Medicare Parts B & D that are funded out of the general fund and 
premium payments that are adjusted annually

.■finrj .



C M S  a s  a  P u b lic  H e a lth  A g e n c y

□ Population health as well as person-centeredness

□ Using CMS influence and financial leverage, in partnership with 
other HHS components, to transform American healthcare system

□  Focusing on not just Medicare & Medicaid, but also Commercial, 
uninsured, etc

□  Quality, Value, Efficiency
□  Assisting patients and providers in receiving evidence-based, 

technologically-advanced care while reducing avoidable 
complications & unnecessary costs



E n s u r in g  Q u a lity  &  V a lu e :  C M S  S tr a te g ie s

□  “Traditional Quality Improvement”
□  Transparency: Public reporting & data sharing
□  Incentives:

> Financial: Value-Based Purchasing
> Non-financial

□  Regulatory vehicles
□  Demonstrations, pilots, research
□  Coverage decision-making and comparative effectiveness
□  Leveraging efforts with other HHS components, state/federal 

agencies & private sector



T r a d it io n a l  Q u a lity  Im p r o v e m e n t

□  Multiple collaboratives
> Regional
> National
> Local

□ Examples of national collaboratives
> Surgical Care Improvement Program (SCIP)

V NSQIP, others
> 100K Lives Campaign
> HRSA Organ Donation Collaborative
> NQF National Priorities Partnership
> Obesity, diabetes, smoking cessation, immunizations



T r a d it io n a l  Q u a lity  Im p r o v e m e n t

□  QIO Program 9th SOW
> HAIs under patient safety theme
> Reduction of MRSA infections in 440 hospitals nationwide

V CDC National Healthcare Safety Network (NHSN)
V AHRQ TeamSTEPPS methodology

> Pilot programs: ? 10th SOW inclusion
V C. difficile infection reduction
V Urinary tract catheter infection reduction



T r a d it io n a l  Q u a lity  Im p r o v e m e n t

□  ESRD Network Program QI activities
> Individual ESRD Networks have included activities to address

infections in vascular access as well as other infection control issues, 
including facility-acquired infections (dialysis facilities and some 
hospitals)

□ Collaboration with other HHS agencies, other state/federal 
agencies, private sector organizations



T r a d it io n a l  Q u a lity  Im p r o v e m e n t  (&  In c e n t iv e s ) :
CMS Hospital Quality Initiative

□  National Voluntary Hospital Reporting Initiative (NVHRI) public- 
private initiative
> Federation of American Hospitals
> AHA
> AAMC
> CMS , JCAHO, others

□ Hospital Quality Alliance

□  Medicare Modernization Act of 2003: Section 501b -  Financial 
incentive of 0.4%



T r a d it io n a l  Q u a lity  Im p r o v e m e n t  (&  In c e n t iv e s )
CMS Hospital Quality Initiative

□  “Voluntary” participation went from 10% of hospitals reporting 
some of 10 measures to over 95%

□ Incentive increased from 0.4% to 2% of APU under DRA

□ Current year 96% of hospitals qualified
> 44 measures (includes Hospital CAHPS)
> Recent inclusion of mortality and readmission rates for AMI, CHF, 

Pneumonia
> Plan to test EHR submission soon

□ Pay-for-Reporting works, better than voluntarism

□ Quality reporting roadmap: Voluntary to P4R to P4P



T r a n s p a r e n c y :  C M S  C o m p a r e  W e b s ite s

□  Hospital Compare
□  Nursing Home Compare
□  Home Health Compare
□  Dialysis Facility Compare
□  Health Plan and Medi-Gap Compare
□  Prescription Drug Plan Compare
□  Physician Compare in future
□  Continuum of Care in future

> Overall efficiency across settings
> Care transitions and coordination

□  MyMedicare.gov



T r a n s p a r e n c y

□  Additional reporting of HAI measures
> Considering for future Hospital Compare updates
> Discussing inclusion of CDC NHSN measures
> Requires NQF endorsement and Hospital Quality Alliance and 

other stakeholder input
> Expand to other provider sites, starting with:

V Ambulatory surgery centers
V Dialysis facilities

> Link to transitions of care and episodes of care



T r a n s p a r e n c y

□  The White House, the Secretary and HHS have prioritized 
the concept of HHS making its data available to all 
healthcare stakeholders

□  www.data.gov development and expansion

□  CMS has now added the concept that as part of its public 
health agency role, collecting, reporting and making 
healthcare data available is a core competency/mission

http://www.data.gov/


In c e n t iv e s

□  Current
> P4R: RHQDAPU, HOPQDRP, PQRI
> ARRA /HITECH: EHRs in hospitals, MD offices

□ Value-based Purchasing (VBP)
> Hospital VBP Report to Congress (Nov 2007)
> Physician VBP RTC due May 2010
> ESRD Quality Incentive Program to be implemented 

by January 1, 2012
> All other settings with plans

□ Healthcare Reform debate may define better



S u p p o r t  fo r  In c e n t iv e s  v ia  V B P

□ President’s Budget
> Includes line items for HAIs and HACs

□ Congressional Interest in P4P and Other Value-Based 
Purchasing Tools
> BIPA, MMA, DRA, TRCHA, MMSEA, MIPPA, ARRA

□ MedPAC Reports to Congress
> P4P recommendations related to quality, efficiency, health 

information technology, and payment reform
□ IOM Reports

> P4P recommendations in To Err Is Human and Crossing the Quality 
Chasm

> Report, Rewarding Provider Performance: Aligning Incentives in 
Medicare

□ States & Private Sector
> Private health plans: Commercial, Medicare, Medicaid, SNPs
> Employer coalitions



P r e m ie r  H o s p ita l  Q u a lity  D e m o n s tr a t io n

□  260 participating hospitals
> Wide variation in demographics, funding

□ 34 Quality Metrics
> Acute myocardial infarction (9)
> Coronary artery bypass graft (8)
> Heart failure (4)
> Community acquired pneumonia (7)
> Hip and knee replacement (6)



P r e m ie r  D e m o n s tr a t io n

□ Hospital scores
> “Rolling up” individual measures into one score for each disease 

category
> Each disease category will be categorized by hospital scores by 

decimal

□ Public reporting of all data will be available

□  Financial awards
> Hospitals in top 20% will be given bonuses: 2% for top decimal, 1% 

for second decimal
> Top 50% recognized on CMS website
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In c e n t iv e s :  H o s p ita l A c q u ir e d  C o n d it io n s

□ DRA Section 5001(c) authorized this approach

□  Beginning October 1, 2007, IPPS hospitals were required to 
submit data on their claims for payment indicating whether 
diagnoses were present on admission (POA)

□  Beginning October 1, 2008, CMS stopped assigning a case to a 
higher DRG based on the occurrence of one of the selected 
conditions, if that condition was acquired during the 
hospitalization



In c e n t iv e s :  H A C s

□ Almost all HACs might have indirect relationship to potential HAIs

□  HACs clearly linked to HAIs
> Catheter-associated UTI
> Vascular catheter associated infection
> Surgical site infections

V Mediastinitis after CABG
V Certain orthopedic surgeries
V Bariatric surgery for obesity

□ Inclusion of HAIs and HACs in VBP programs



C o n d it io n s  o f  P a r t ic ip a t io n

□  COPs are minimum health and safety standards set by CMS for 
facilities that may receive Medicare payments

> 17 separate provider settings plus supplier settings

□ Current Infection Control COPs generally address reduction of 
HAIs

□  Expansion possibilities for COPs
> Require facilities to incorporate specific standards of practice or 

guidelines set by the Secretary
> Require that infection control be part of the QAPI program



C o n d it io n s  o f  P a r t ic ip a t io n

□ Infection control regulations already strengthened
> Conditions for Coverage for ESRD facilities (April 15, 2008)
> CfC for Ambulatory Surgery Centers (ASCs) (November 18, 2008)

□ Other current considerations
> Omnibus COP/CfC Rule for HAIs
> Individual setting strengthening of current regulations



S u r v e y  &  C e r t i f ic a t io n

□  All U.S. healthcare facilities certified by Medicare are expected to 
be in compliance with all current regulations, as well as applicable 
state laws

□ S&C process uses interpretive guidelines to assess compliance 
with regulations

> Focus on HAIs can be prioritized
> Surveyor training has included HAI emphasis
> Web-based training & surveyor tools being developed
> Interpretive guidelines for 2010 to include QAPI opportunities for 

hospitals
> Focused facility approach feasible merging QI & S&C



O th e r

□  Demonstrations, pilots, research
> ARRA funding and other funding sources should also focus on HAIs 

as they fall under:
V Comparative Effectiveness Research
V Prevention, Wellness, Patient Safety

> CMS will incorporate HAI topics into its demos, when appropriate

□ Cross Agency HHS collaboration (a priority for all issues from the 
Secretary), as well as with other federal/state agencies, private 
sector



F u tu re :  C M S -C D C  H A I C o lla b o r a t io n

□  Traditional QI
> Measures identification, prioritization, development, testing & 

implementation
> Data collection facilitation: Claims, administrative sources, registries, 

EHRs, etc.
> QI collaboratives, leveraging existing efforts

□ Transparency
> Compare Websites collaboration: NHSN to start?
> www.data.gov data submission

□ Incentives
> Prioritization and alignment of VBP topics/foci

http://www.data.gov/


F u tu re :  C M S -C D C  H A I C o lla b o r a t io n

□  Conditions of Participation
> Increased joint review of infection control sections of COPs
> Joint regular maintenance of COPs
> Emergency & urgent focus on infectious topics

V HAVBED monitoring system of ASPR as example
V NHSN as monitoring system

□ Survey & Certification
> Surveyor guideline development
> Focused facility strategy



F u tu re :  C M S -C D C  H A I C o lla b o r a t io n

□  Demonstrations & Research
> Evidence-based guidelines development
> Evidence-based interventions development and piloting

□ Coverage Decision-Making

□  Cross-Agency collaboration within HHS and federal government
> A priority for the Secretary and HHS
> Diabetes self-management as example
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